ABSTRACT Pleural sarcoidosis is rare-it is little recognised in Britian although several cases 
Pleural involvement in sarcoidosis has been regarded as exceptional in the British literature.' 2 Although recent reports have described acute pleurisy without effusion3 and retrosternal pain,4 sarcoidosis is not widely regarded as a cause of pleural effusion in the United Kingdom.
In Britain there has only been one published case occurring in a West Indian living in London, 5 whereas there have been many well-documented cases of pleural sarcoidosis with effusion in the international literature, several of which have been reviewed Chusid and Siltzbach6 and by Wilen and colleagues.7 We present here three cases of sarcoidosis in white men living in Scotland, all of whom developed symptomatic pleural effusions not caused by other conditions. An open pleural and lung biopsy was performed in view of further accumulation of fluid-2600 ml of serosanguinous fluid was aspirated and culture was again sterile. The lung and parietal pleura wer-e slightly reddened and fibrinous exudate was present, but no obvious superficial pulmonary lesion was seen. Lung histology showed the changes of sarcoidosis underlying the visceral pleura ( fig 2) and the parietal pleura showed nonspecific inflammatory change.
Treatment with prednisolone 40 mg daily was started and in addition conventional doses of rifampicin, isoniazid, and ethambutol were given as the results of the the tuberculosis cultures were not available by then. The effusion did not recur and the lymphadenopathy and hepatosplenomegaly regressed partially. Two years later he remains in good health on 5 mg prednisolone daily, although liver and spleen remain palpable 5 cm below the costal margins. His chest radiograph shows persistent lower zone shadowing, but pulmonary function tests have not changed significantly. CASE 2 A 27-year-old Scottish white male stonemason developed erythema nodosum and a dry cough in February 1978. Two months later he complained of left-sided pleuritic chest pain and became progressively more breathless. Physical examination was normal apart from signs of a left pleural effusion. A chest radiograph confirmed the effusion and also showed bilateral hilar lymphadenopathy.
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Discussion
Pleural involvement with sarcoid granulomata is unusual, but has been recognised since 1933 when Schaumann8 described it as a necropsy finding in a 45-year-old white man. Although sporadic case reports have appeared since then and have been the subject of several recent reviews," 7 9 10 the incidence of the condition is not always apparent from the case reports. However, several authors have quoted their findings for the prevalence of pleural sarcoidosis, and these are summarised in table 1. It should be noted that this is a heterogeneous collection of data, and the criteria for diagnosis of pleural sarcoid are not always stated. Nonetheless, most authors find a prevalence of 0-5% for the condition although Wilen et a17 and Brun et a122 suggest it is much more common. Our own experience suggests a prevalence of around 5%, for the three cases described in this paper have been seen out of a series of approximately 60 new cases of thoracic sarcoidosis attending a chest clinic over two years.
The diagnosis of pleural sarcoidosis depends initially on histological demonstration of the disease in biopsies from conventional sites (liver or lymph node), or by a Kveim test. Thereafter, definitive evidence of pleural granulomata may 
